
Abstracting Psychiatric Patient Data
In General Hospitals

PETER L. HURLEY, B.S., and PHILIP H. PERSON, Jr., Ph.D.

FOE SEVEEAL YEAES the Office of
Biometry, National Institute of Mental

Health, Public Health Service, has been collect¬
ing data on patients in public and private men¬
tal hospitals, public and private institutions for
the mentally retarded, and psychiatric patients
in general hospitals. During this time the
number of known psychiatric admissions to gen¬
eral hospitals has been increasing. In 1963
total admissions were 212,000, based on a 63 per¬
cent response to the annual National Institute
of Mental Health general hospital survey. An
estimate that takes account of the under-report¬
ing suggests that the total number of admissions
is closer to 350,000. This is more than the total
number of admissions to State and county men¬
tal hospitals in 1963. In addition, about 75
percent of psychiatric discharges from general
hospitals are made directly to the community,
suggesting that general hospitals may be serv¬

ing extensively as transitional facilities or as
alternatives to public mental hospitals.

Psychiatric facilities in general hospitals
affect the number and characteristics of patients
admitted to mental hospitals and other psychi¬
atric facilities in areas they serve. Data collec¬
tion methods for the general hospitals should be
geared to determining the effect on these
facilities.

Mr. Hurley and Dr. Person are with the Office of
Biometry, National Institute of Mental Health, Pub¬
lic Health Service.

In the past the National Institute of Mental
Health has collected from general hospitals
only minimal data on psychiatric patients, in¬
cluding tabulations on the number of admis¬
sions, discharges, and deaths in the hospital
during the year and the distribution of psychi¬
atric discharges by diagnosis and sex.
The data collection forms have been geared

to yearend tabulations of these categories and
variables. Optionally, this requires a separate
subsystem to record psychiatric admissions and
discharges and characteristics of the patients,
so that the needed data will be available for
use at the year's end. The forms have been
quite difficult to complete in some general hos¬
pitals. When a separate system is not used, it
becomes necessary to search the hospital rec¬
ords merely to identify those pertaining to psy¬
chiatric patients, to say nothing about tabulat-
ing the requested data. The task is time
consuming and difficult in hospitals with small
proportions of discharged patients having psy¬
chiatric diagnoses. Not only has the data col¬
lected in the past been minimal, but the percent
of hospitals reporting has been low (see table).
A method is needed which will make the ab¬
stracting and compiling easier and provide a

greater amount of useful information.
An obvious answer is to record certain basic

data on each psychiatric patient at the time of
the patient's discharge from the hospital. A
form developed to meet these requirements is
shown in the figure. The form contains the
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patient's name, case number, age, psychiatric
diagnosis, length of stay, and recommendation
at the time of discharge. The part containing
the patient's name can be removed prior to sub-
mission to the National Institute of Mental
Health for processing and tabulation, since the
names are of no use in data processing and anal¬
ysis at the national level. Any followup, nec¬

essary because of discrepancies in the data, can

be done with the hospital patient number.
However, the name is of value for identification
purposes within the hospital. The form is pre¬
pared in pads so carbon copies can be made
easily.
The next step was to initiate a pilot study to

evaluate the reporting form and method of col¬
lecting data. Because of the interest in this
project expressed in Wisconsin, it was decided
to pretest the form and method in several gen¬
eral hospitals in that State. The project had
the support of the Wisconsin State Department
of Public Welfare, the division of mental hy¬
giene, and the division of hospitals and related
services in the State board of health.

Pilot Study Method

The initial list of general hospitals included a

representative cross section of those in the State.
Four variables were used in hospital selection:
size of psychiatric patient load, geographic
area, city size, and National Institute of Mental
Health reporting history.
The hospitals selected for the pilot study cov¬

ered the range of these variables but did not

Reporting record of general hospitals known
to treat psychiatric patients, 1953-63

constitute a random sample of all general hos¬
pitals in Wisconsin. Hospitals on the initial
list were visited to solicit their participation
and cooperation in this survey, and 11 hospitals
agreed to participate.
The medical record librarian in each partici¬

pating hospital was asked to fill in one line of
the form (see figure) for each psychiatric pa¬
tient discharged during the 6-month period be¬
ginning in November 1962. Following is the
definition of the patients used in the study:

Include patients who are admitted to the hospital
for inpatient treatment of a psychiatric disorder
and also include patients for whom the psychiat¬
ric diagnostic workup and evaluation was per¬
formed and a mental disorder found even though
the admission complaint was not known to be
necessarily indicative of a psychiatric disorder.
Do not include patients with a known psychiatric
disorder at the time of admission who were ad¬
mitted for nonpsychiatric treatment or diagnosis.
The latter requirement excluded persons on

the rolls of other mental institutions or facilities
and those who were admitted to general hospi¬
tals, for medical or surgical treatment only, or

to clinics.
To help evaluate the pilot method, each li¬

brarian was asked, at the end of the reporting
period, for comments concerning his experience
with this method. The following evaluation
summarizes the replies to the questionnaire pro¬
vided for this purpose.

Participants' Evaluation

Form layout and content. Layout and con¬

tent were for the most part endorsed enthusias-
tically. The form seemed to be convenient and
to fit well into the daily operations in the medi¬
cal record offices.

Pilot study method applied to large-scale sur¬

veys. There were mixed reactions to the pro-
position of adopting a similar line-by-line form
for annual or periodic use throughout the coun¬

try. A maj ority of participating medical record
librarians preferred this method of data collec¬
tion. However, one did indicate a preference
for the yearend method. This may suggest that
some hospitals already have established systems
for collecting information on psychiatric
patients at the year's end. If so, it would be
much simpler to produce tabulated information
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at that time than to accumulate data on the pilot
study forms.

Definition and availability of information in
medical records. There were scattered com¬
ments on the definitions of certain variables
and on difficulties experienced in obtaining in¬
formation that was not in the record or was

placed in the record at a later date. These ob¬
servations emphasize the necessity for care in
defining the variables in the categories and that
any data collection system is dependent on the
quality of the records or the source documents.

Use of data. The most interesting comments
concerned use of the data by hospital personnel.
The librarians reported no requests from their
psychiatric or hospital staffs for information
concerning psychiatric patients as a group. One
respondent thought this information would be
of use in the future if the reporting systems were
established and working well within the hospi¬
tal. It is possible that many hospital personnel
were unaware of the kinds of information avail¬
able from such data collection systems.

Review of the Data

Eeview of data obtained from the pilot study
illustrated the kinds and uses, actual and poten¬
tial, of information provided by this data col¬
lection system. At the national level, the

primary use of this data is description of the
extent of service available in general hospitals
in statistical terms. The data answer questions
such as "How many people are using these serv¬

ices ?" and "What are the characteristics of these
users?" They give insight into the amount of
psychiatric service needed by the population
and what other types of resources would fit this
need best. These questions are continually being
asked by government administrators, legisla-
tors, and national organizations concerned with
mental illness.
Such data can be useful to a hospital adminis¬

trator in much the same way. A thorough and
documented picture of the patients being served
can be an invaluable aid to good hospital ad¬
ministration. It is a recognized fact that one
can administer a program without statistics,
but it is also a well-established principle that
improvement and efficiency in administration
require documentation of certain statistics that
describe what is going on and light the way to
areas that need improvement.
Age, sex, and length of stay distributions

have definite implications for hospital adminis¬
tration and for planning future operations.
Distributions of psychiatric diagnoses and prior
psychiatric care give clues as to the types of
psychiatric problems being seen at the hospital
and hence, the types of facilities and services

Sample data collecting form
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Alternative Proposals
Hurley and Person assault a well-defined bastion

of ignorance in their pilot effort to develop utiliza¬
tion and effectiveness rates for community general
hospitals that treat psychiatric patients. Their ef¬
fort is to be commended because the problem they
consider is both significant and timely.
As planning commissions assume greater responsi¬

bility for developing long-range building and utiliza¬
tion plans for mental health resources, the need for
complete, accurate, and comprehensive information
about existing resources becomes critical. The pro-
liferation of community mental health centers, ex¬

pected during the next decade, magnifies the
problem of conflicting interests of various semi-
autonomous agencies. Time is essential in solving
the problem. Once competing (alternative) report¬
ing systems are established, it becomes all but impos-
sible to obtain a uniform system.

I would dispute that the efforts of the Model
Reporting Area hospitals and clinics have contrib¬
uted substantially to the compilation of comparable
statistics for mental health programs across the na¬

tion. I would, however, suggest that the time has
come to acknowledge that separate types of reporting
procedures are necessary for patient accounting (or
billing for services) and program utilization and
effectiveness rates.

I suspect that most reporting systems have de¬
veloped as byproducts of 100 percent patient account¬

ing systems. Furthermore, this dependency on

census-type reporting has damped the prospects of

obtaining up-to-date relevant data for specific issues.
The inertia of ongoing systems and the labor pains
associated with new systems combine to make sta¬
tistical reporting procedures unresponsive to change.
With the advent of increased computer availability,
a disturbing way of thinking is emerging among
mental health program analysts. More and more

reports are being requested in addition to, rather
than instead of, established ones. This trend is
based on the ease with which reports can be gen¬
erated with computers once data are available. It
does not, however, take account of the effort required
to obtain the data, or prepare programs to generate
reports, or analyze the reports so generated.

It occurs to me that national and State agencies
could make their major contribution to mental health
program planning by continuing to coordinate ef¬
forts to define uniform patient and program cate¬

gories, by launching major efforts to develop sample
survey procedures, and by establishing traveling
teams to spot check procedures actually used.

I feel that Hurley and Person have opened a con-

versation which should be joined by mental health
program analysts around the country who are weary
of making-do with available data and have construc¬
tive alternatives to offer with respect to either data
collection strategies, data content, or integration of
program planning and data collection activities..
Layle E. Weeks, senior social research analyst,
bureau of research, department of mental hygiene,
State of California.Health and Welfare Agency.

the hospital has provided and should continue to

provide. Characterizing patients in terms of
these factors plus place of residence and disposi-
tion at discharge leads directly to evaluating a

particular hospital's role as a community
psychiatric resource. This type of evaluation is
of particular importance to a community ap¬
proach to mental health and to State agencies
responsible for statewide mental health pro¬
grams. Since these data were collected from a

small number of hospitals not selected in a ran¬

dom manner, the data cannot be construed as

being representative of psychiatric patients dis¬
charged from general hospitals in Wisconsin.

However, they can illustrate ways of describing
characteristics of people receiving psychiatric
service in general hospitals.
Special Problems

Definition of psychiatric patient. A major
concern was the definition of a psychiatric pa¬
tient to be included in the study. This is per¬
haps the largest problem in obtaining informa¬
tion on patients receiving psychiatric services
and treatment in general hospitals. Many hos¬
pitals have separate psychiatric units, while
other hospitals do not, preferring to treat psy¬
chiatric patients on general wards. Some hos-
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pitals operate psychiatric units and also treat
psychiatric patients in general medical-surgical
wards.
In addition, there is a serious question as to

who, in fact, is a psychiatric patient. The
pilot study definition of a psychiatric patient
depended on his having a psychiatric diagnosis
as defined in the Ameriean Psychiatric Associ-
ation's "Diagnostic and Statistical Manual.
Mental Disorders" {!) or in the "International
Classification of Diseases, Adapted for Index¬
ing Hospital Eecords by Diseases and Opera¬
tions" {2).
The pilot study definition of a psychiatric

patient resulted in counting patients on as

broad a base as one might wish. Patients with
both primary and other than primary psychiat¬
ric diagnoses were included.
Other definitions of psychiatric patients

could include only a part of the patients in¬
cluded in the pilot study. One might count as

psychiatric patients only those discharged with
a primary psychiatric diagnosis.
Another definition could reasonably be all

patients admitted to the hospital specifically
for treatment of a psychiatric disorder. A fur¬
ther example deals with operating a psychiatric
unit. For administrative purposes, a hospital
director might require information on all pa¬
tients discharged from the psychiatric unit re¬

gardless of diagnosis or reason for admission.
These examples demonstrate the following

points:
1. The question asked determines the defini¬

tion of a psychiatric patient.
2. The definition strongly affects the number

of patients reported in a survey and, hence, in-
terpretations and decisions based on the survey
results.

Clearly, then, a specific definition of a patient
is required to answer a specific question. Both
question and definition must be constructed
carefully and be pertinent to the object of the
survey.
Conclusions
The results of the pilot study indicate that

this method of data collection is feasible and
offers several advantages over the yearend
method currently used by the National Institute
of Mental Health.

1. Line-by-line reporting allows more flexi¬
bility in tabulations. The yearend method of
reporting, currently used, specifies a table of
discharges by diagnosis and sex. From the
line-by-line method several cross tabulations
may be prepared, depending on the nature of
the data and analysis.

2. In many hospitals the time devoted to ab¬
stracting data on a line-by-line basis is consider¬
ably less than that required by the yearend
method.

3. The line-by-line method does not require
a set of statistical tables at the year's end, as

does the yearend method.
4. From the comments of the medical record

librarians, it appears that the line-by-line
method fits into the discharge procedures rather
easily. It is less suitable for hospitals having
a statistical data processing system that accom-

plishes the same goal. In fact, using a line-by-
line form in such a hospital would inflict an

unnecessary hardship on the medical record
function. If this method were adopted for
nationwide use, possibly on a sample basis, in¬
dividual arrangements probably could be made
when required data have already been ab¬
stracted and entered into a data processing
system.
The data briefly reviewed in this paper illus¬

trate the kinds of information that can result
from collecting uniform data on psychiatric
patients in general hospitals. Characterizations
of the patients in this study are quite revealing
from two different aspects. From the hospital
administrator's point of view, such information
provides a means of comparing the psychiatric
department load with that of other hospital de¬
partments. Knowledge of the psychiatric
patient load should help greatly in planning
hospital operation, allocation of space and
facilities, and disposition of various kinds of
personnel. From a broader point of view,
psychiatric patient data could be the basis for
studies indicating the hospital's role as a com¬

munity psychiatric resource in comparison with
other facilities, such as public and private men¬
tal hospitals and outpatient psychiatric clinics.
Because of the current interest in a community's
providing and planning for the mental health
needs of its citizens, it is becoming increasingly
important to learn as much as possible about
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psychiatric services available in the community,
the psychiatric needs of the population, and the
general hospital's role in the entire complex.
Indeed, the data collecting method tested by this
pilot study really represents a very modest effort
in view of the knowledge necessary to plan and
carry out effective and efficient psychiatric
programs.
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